54 


exas 


TEXAS 


OE8 NOT CIRCULATE 


OFFICIAL JOURNAL OF THE SOUTHWESTERN MEDICAL ASSOCIATION AND EL PASO COUNTY MEDICAL SOCIETY 


DISTINGUISHED SPEAKERS SCHSDULED FOR 


APPARENT VALUE OF VITAMIN Biz IN TREATMENT 
OF CEREBRAL VASCULAR SPASM (With Report of A Case) ................ Page 296 
By Bucky Lee Burditt, M. D., Del Rio, Texas 
PHYSICIANS FROM ALL SOUTHWEST ATTEND 
POST-GRADUATE SESSION IN EL PASO. Page 297 


MISCELLANEOUS APHORISMS AND MEMORABILIA... Page 298 
By Andrew M. Babey, M. D., Las Cruces, N. M. 


PROCEEDINGS OF THE NEW ENGLAND CARDIOVASCULAR SOCIETY 


MECHANISMS OF THE PRODUCTION OF THE ANGINAL 
SYNDROME BY THE CURRENT HYPOTENSIVE DRUGS IN USE........ Page 303 
By Walter E. Judson, M. D., and William Hollander, M. D., 
Massachusetts Memorial Hospitals, Boston 
THE EFFECTS OF ESOPHAGEAL DISTENSION IN PATIENTS 


By William Hollander, M. D., Walter E. Judson, M. D., and 
u | Philip Kramer, M. D., Massachusetts Memorial Hospitals, Boston 
J v] TREATMENT OF ANGINA PECTORIS IN HYPERTENSIVE PATIENTS........ Page 304 
By Dera Kinsey, M. D tn P. Whitelaw, M. D., and 


] 5 q Reginald H. Smithwick, M. , Massachusetts Memorial Hospitals, Boston 
9 MONTHLY CLINICAL PATHOLOGICAL CONFERENCE 


Frederick P. Bornstein, M. D., Editor, Case No. 1037 
Presentation of Case by Dr. H. P. Borgeson 


CO-PYRONIL 


(PYRROBUTAMINE COMPOUND, LILLY) 


to any other 
antihistaminic 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 


THIS PRINTING: 2,525 COPIES 


Un 
ly, 
OF RSI ry 
J 'Gan 
Ul 
9. 196 
| RARy 
y 
. 
) 
6) | 
M. 6 
e! 
t | 
your hay-fever patients 
4 
4 will prefer 
Texas 


RICH MAN? POOR MAN? BEGGAR MAN ? THIEF ? 


no, doctor, they're not alll alike... 


combined vaccines differ, too 


Only Cutter Dip-Pert-Tet Alhydrox® gives 
you all these advantages : 
Alhydrox adsorption. Alhydrox (aluminum hydroxide 
adsorbed) is a Cutter exclusive that prolongs the 
antigenic stimulus by releasing the antigens slowly 
in the tissues to build more durable immunity. 
Maximum immunity against diphtheria, pertussis 
and tetanus with uniformly superior antitoxin levels. 


Try it, compare it! You'll see why 


Fewer focal and systemic reactions in infants because there is only on 
of improved purification and Alhydrox adsorption. 


12 N.L.H. pertussis protective units per 


immunization course (1.5 cc.) 
Standard Dosage—0.5 cc. per injection, Bt 
only three injections. 


Supplied in 1.5 cc. vials and 7.5 cc. vials, 
Also available : famous purified Dip-Pert-Tet Plain— 


a product of choice for immunizing older 
children and adults. CUTTER Laboratories. a 


al 


4 
Se 
17 
| an 
4 bi 
D1 
ch 


Southwestern Medicine 


Official Journal of The Southwestern Medical Association 
and The El Paso County Medical Society 


Vol. 35 


July 1954 


No. 7 


Distinguished Speakers Scheduled for Southwestern Conference 


Dr. William Parson 


Dr. William Parson, Professor of Internal 
Medicine at the University of Virginia 
School of Medicine, and Dr. Kinsey M. 
Simonton, Associate Professor of Otolaryn- 
gology of the Mayo Foundation at the Uni- 
versity of Minnesota Graduate School of 
Medicine, are two speakers in the outstand- 
ing group scheduled to appear before the 
annual meeting of the Southwestern Medical 
Association in E] Paso, November 17, 18 
and 19. 

The meeting will be unusual in that the 
Academy of General Practice and Special 
Sections will meet on Wednesday, November 
17 with the General Meeting on Thursday 
and Friday, November 18 and 19. Head- 
quarters for the meetings and scientific exhi- 
bits will be at the Hotel Paso Del Norte. 
Dr. Maynard Hart of El Paso is general 
chairman for the convention. 


Dr. Kinsey M. Simonton 


Dr. Parson received his B. A. from Co- 
lumbia University and his M. D. from the 
College of Physicians and Surgeons at Co- 
lumbia University. He took his internship 
at the Presbyterian Hospital in New York 
City and his residency at the Massachusetts 
General Hospital in Boston. He completed 
his fellowship at Johns Hopkins Hospital in 
Baltimore, Maryland. 


From 1946 to 1949 Dr. Parson was As- 
sistant Professor of Medicine at the Tulane 
University School of Medicine in New Orle- 
ans. From 1949 until the present he has 
been Professor of Internal Medicine and 
Chairman of the Department of Internal 
Medicine at the University of Virginia School 
of Medicine at Charlottsville, Virginia. 


Dr. Parson is certified by the American 
Board of Internal Medicine. He is a member 
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_ Apparent Value of Vitamin Buz 
In Treatment of Cerebral Vascular Spasm 


(With Report of A Case) 


By Bucky LEE Burpitt, M. D., DEL Rio 


Vitamin Biz in 1,000 microgram dosage 
has been used in a series of different types 
of disease during recent months, including 
tic-doloreaux, diabetic and alcoholic neuritis, 
other neuritidies where pain is a component, 
and in the neurologic manifestations of per- 
nicious anemia. I have seen nothing reported 
on its use in cerebral vascular spasm, so the 
following case history is being submitted, 
because of its dramatic response to a single 
dose of this apparently wonderful new drug. 


Past History 


The patient was a 62 year old Anglo- 
American male whom I had seen on several 
previous occasions, first three years ago with 
coronary thrombosis from which he com- 
pletely recovered, and again 6 months ago 
with cerebral thrombosis involving the speech 
center, from which he has almost completely 
recovered, (still has a little difficulty in 
formulating his words in talking). There 
had been no previous illnesses other than 
childhood diseases, and no history of anemia 
of any kind. 

Dramatic Response 

He was seen with a complaint of a sudden 
feeling of dizziness (couldn’t describe it well) 
which came on as he was stooping down 
picking up pecans. This was shortly fol- 
lowed in succession by vomiting of intense 
degree with intense straining (“dry heaves’), 
marked paleness, cold clammy perspiration, 
severe weakness, and he said that everything 
he looked at had a checkerboard appearance. 
Physically he had the appearance of a coro- 


nary occlusion with the typical paleness, cold 
clammy perspiration, thready pulse, and 
vomiting and retching (but associated with 
no precordial pain or distress). Blood pres- 
sure was 120/80, pulse 100, of poor volume, 
heart and lungs were normal, abdomen nega- 
tive, pupils normal to light and accommoda- 
tion, muscular power weak all over the body, 
refiexes all normal. His legs felt very heavy 
and useless. During the previous episode of 
cerebral thrombosis I remembered he ap- 
peared the same way, but was unable to 
speak with the first attack. As there was 
no paralysis in the present instance, I felt 
that it must be a cerebral vascular spasm. 
Why I gave him Vitamin Biz I don’t know, 
but I gave him 1,000 micrograms of Squibb’s 
Rubramin intra-muscularly. In 15 minutes 
he voluntarily stated that he felt so much 
better that he wanted to get up and go to 
the drive-in theater. At this time color was 
better, pulse was of good volume, 80 per 
minute, blood pressure 130/80; clinically he 
was much improved. There was no more 
vomiting, and he got better and better until 
two hours after the injection he no longer 
had the weakness at all and felt as well as 
previously. He went to work the next morn- 
ing feeling fine and has been well for one 
month at this writing. 


Conclusion 


A case of cerebral vascular spasm is pre- 
sented, which responded dramatically to a 
single 1,000 microgram dose of Vitamin Biz 
(Rubramin). 


Distinguished Speakers Scheduled . . . 
(Continued From Page 295) 


of the American Federation for Clinical Re- 
search, the American Society for Clinical 
Investigation, the Association for the Study 
of Internal Secretions, the Southern Society 
for Clinical Research, Alpha Omega Alpha 
and Sigma Xi. 


George Washington 


Dr. Simonton received his B. S. from 
George Washington University, having taken 
some of his undergraduate work at the Uni- 
versity of Oregon, and his M. D. from George 
Washington University. He served a one- 
year internship at Gallinger Municipal Hos- 
pital in Washington, D. C. and next entered 


the Mayo Foundation in 1934. He received 
his degree of M. S. in Otolaryngology at the 
University of Minnesota in 1938. 

Dr. Simonton is a Diplomate of the Na- 
tional Board of Medical Examiners and he 
is certified by the American Board of Otol- 
aryngology. He has been a Consultant in 
the Section on Otolaryngology at the Mayo 
Clinic since 1937. He served with the Medi- 
cal Corps in the Southwest Pacific during 
World War II. 

He is a member of the Minnesota Academy 
of Opthalmology and Otolaryngology, the 
American Academy of Opthalmology and 
Otolaryngology, the American Laryngologi- 
cal, Rhinological and Otological Society, Inc., 
and the American Otological Society. 
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Physicians From all Southwest Attend a Graduate Session 


LABORATORY 
EMERGENCY ENTR 


POST-GRADUATE SCHOOL — Speakers and officials at the first teaching session of the 
El Paso branch of the University of Texas Post-Graduate School of Medicine in El Paso 
June 13 were (left to right) Dean C. A. Puckett of Texas Western College; Dr. F. J. L. 
Blasingame, president of the Texas Medical Association and member of the A. M. A.’s 
board of trustees; Dr. Earl Beard of Houston; Dr. Ralph Homan, chairman of the El Paso 
County Medical Society’s educational committe: ; Dr. George R. Herrmann, Professor of 
Medicine at the University of Texas School of Medicine at Galveston; and Dr. Gerald H. 
Jordan, secretary of the. El Paso society's educational committee; who is in charge of 
plans for the next teaching session in September. Lecturers not shown in the picture were 
Drs. Ross W. Rissler, C. P. C. Logsdon, C. D. Awe and Lester C. Feener, all of El Paso. 


Physicians from West Texas, New Mexico, 
Arizona and Chihuahua, Mexico, attended 
the first teaching session of the El Paso 
branch of the University of Texas Post- 
Graduate School of Medicine on the subject 
of cardiology, June 13. 


Twenty-three of the group came from 
Las Vegas, Truth or Consequences, Deming, 
Anthony, Albuquerque, Santa Fe, Roswell, 
Las Cruces, Tucumcari and Fort Sumner in 
New Mexico; Tucson and Winslow in Arizo- 
na; Del Rio, Midland, Stanton, Pecos, and 
Ysleta in Texas; and Chihuahua City. The 
session was held in Providence Memorial 
Hospital. 


Lecturers were Dr. George R. Herrmann 
of Galveston, Dr. Earl Beard of Houston, 
and Drs. Ross W. Rissler, C. P. C. Logsdon, 
C. D. Awe, and Lester C. Feener of El Paso. 
Dr. Ralph Homan, chairman of the El Paso 
County Medical Society’s educational com- 
mittee, was in charge of the arrangements. 

Dr. F. J. L. Blasingame of Wharton, Texas, 
who succeeded Dr. George Turner of El] Paso 
as president of the Texas Medical Associa- 
tion’s Board of Trustees, spoke at a luncheon 
between lectures. 

Plans are being made for the next teach- 
ing session of the El Paso branch in Septem- 
ber on diseases of the chest. Dr. Gerald H. 
Jordan of El Paso will be in charge. 
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Miscellaneous Aphorisms and Memorabilia 


By ANDREW M. BABEY, M. D., LAS CRUCES 


1. “A few patients may tolerate and bene- 
fit from as many as four colchicine tablets 
each day of the year. Others may alternate 
between two and three and four tablets daily. 
Moderately and severely afflicted persons 
who follow such a regimen have fewer acute 
attacks and a sense of well-being. The effect 
of the drug does not diminish through con- 
tinuous use; if an attack develops, a “full 
course” of colchicine is maximally effective, 
irrespective of previous ingestion.” — John 
H. Talbott, California Med., Sept. 1953. 


2. “Benemid is a powerful uricosuric 
agent which exerts its action soon after in- 
gestion. It is a substance of low toxicity 
when administered daily in therapeutic 
amounts. The site of the uricosuric action 
is believed to be the tubular cells and the 
absorption of urate from glomerular filtrate 
is inhibited. The urate clearance as measured 
by a 24-hour urine specimen may be in- 
creased to 15 cc. or higher. The increase in 
the amount of uric acid excreted each day 
may be from 30 to 50 per cent in patients who 
are ingesting 2.0 gm. of Benemid daily.” — 
John H. Talbott, loc. cit. 


3. “The author gives 2.0 gm. of Benemid 
daily; other investigators prefer a slightly 
smaller dose. Most patients tolerate the 
larger dose without gastrointestinal distress. 
The author proceeded on the assumption that 
the larger the quantity of Benemid ingested, 
without causing gastrointestinal distress, the 
greater the uricosuric action and the greater 
the inhibition of the tendency for precipita- 
tion of urate in bony and soft tissue.” — 
John H. Talbott, loc. cit. 


4. “At first, acute attacks of gouty arthri- 
tis occur during Benemid therapy just as they 
had occurred before administration of the 
drug was started. In some patients there 
may be a slightly greater incidence of attacks 
during the first few months of treatment 
with Benemid.” — John H. Talbott, loc. cit. 


5. “From four to six months after Bene- 
mid therapy is started, there appears to be 
lessening in frequency of acute attacks. 
Thereafter the diminution in severity and 
frequency is reassuring. In addition, the 
majority of patients have an improved feel- 
ing of well-being not noted while colchicine 
was the only drug administered regularly.” 
— John H. Talbott, loc. cit. 


6. “Furthermore, since it probably takes 
years for urates to be deposited in gross 
amounts in and about joints, undoubtedly a 
reversal of the abnormality takes a long time 
also. In the patients observed by the author, 
no changes were noted roentgenographically 
until after at least 18 months of Benemid 
therapy. Other observers have reported re- 
gression of subcutaneous or osseous tophi in 
shorter periods. Until such a time as con- 
clusive observations are made in support of 
regression of the metabolic dyscrasia, colchi- 
cine in addition to Benemid should be pre- 
scribed routinely during intercritical period.” 
— John H. Talbott, loc. cit. 


7. “On the other hand, most patients with 
gout can ingest alcohol temperately yet re- 
main free of symptoms provided they do not 
neglect prescribed anti-gout measures. It is 
believed that in general any harm done by 
alcoholic beverages is owing to the amount 
rather than to the kind ingested.” — John H. 
Talbott, loc. cit. 


8. “When a so-called specialist addresses 
an audience of general practitioners, he 
usually does three things: He tries to con- 
vince them of the importance of his specialty, 
which is excusable. He tries to make spe- 
cialists of his audience, which is unnecessary. 
He forgets the broader interests of his audi- 
ence, which is regrettable, because he misses 
a golden opportunity to give his hearers some- 
thing practical to carry home.” — Richard 
A. Kern, Calif. Med., Oct. 1953. 


9. “You always ask your patients if they 
cough, belch, or vomit; why not whether 
they sneeze, wheeze or itch? You will strike 
oil more often if you do.” — Richard A. 
Kern, loc. cit. 


10. “When you sneeze, do you sneeze once 
or twice, or half-a-dozen times in a row? 
A normal person is entitled to two or three 
consecutive sneezes, but six, routinely, are 
as sure to be allergic as a frank attack of 
asthma.” — Richard A. Kern, loc. cit. 


11. “When a male over 40 years of age 
complains of recent cough and breathlessness 
of insidious onset, and is found to have a 
large pericardial effusion, a malignant or 
tuberculous etiology is probable. If there is 
no fever and the fluid is blood-stained, the 
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diagnostic scales tip sharply in favour of 
malignancy.” — Paul Wood, Diseases of the 
Heart and Circulation, 1950, p. 353. 


12. “If you observe a patient with perni- 
cious anemia who does not have spinal cord 
changes and treatment is such that the blood 
is kept entirely normal, you can be quite sure 
the cord changes will not develop. Further- 
more, if a patient already has cord changes 
when first seen, and the blood is maintained 
at normal persistently, the cord changes will 
not progress. When they have been present 
for longer than one year, however, it is dif- 
ficult to restore normal function.” — Cyrus 
C. Sturgis, Postgrad. Med. Sept., 1953 p. 200. 


13. “For a number of years I have at- 
tained entirely satisfactory results by giving 
enteric-coated ferrous sulfate tablets, 0.3 gm. 
(5 gr.), three times a day before meals. If 
the desired effect does not occur within two 
weeks, the dosage is doubled. I have not 
observed that the addition of anything else, 
including copper, vitamins, etc., has ever 
enhanced the effect of iron alone when given 
in the proper dosage.” — Cyrus C. Sturgis, 
loc. cit., p. 201. 


14. “Our experience with a fairly large 
group of patients with idiopathic thrombocy- 
topenic purpura indicates that either ACTH 
or cortisone will induce a remission within 
three or four days in more than 90 per cent 
of cases.” — Cyrus C. Sturgis, loc. cit., p. 202. 


15. “If treatment is continued for 14 days 
and then stopped, about 60 per cent of the 
patients will relapse within a few weeks. A 
second remission may again be induced by 
the same therapy, which renders splenectomy 
safer because the bleeding tendency is par- 
tially or completely controlled.” — Cyrus C. 
Sturgis, loc. cit., p. 202. ‘ 


16. “Both ACTH and cortisone apparently 
inhibit the increased hemolytic process in 
acquired hemolytic anemia and cause a rise 
in the red blood cell count which may reach 
normal. These preparations have no effect 
on hereditary hemolytic anemia (hereditary 
spherocytosis), and there is no conclusive 
evidence at present that they are useful in 
the treatment of the secondary type of hemo- 
lytic anemia such as seen in Hodgkin’s dis- 
ease, chronic leukemia and various other 
conditions. In the idiopathic acquired type, 
however, good temporary results follow this 
form of therapy in practically all cases. In 
less than 20 per cent, however, does the con- 
dition remain under control when medication 
is discontinued. Occasionally a long remis- 
sion or possibly a complete one results. In 
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one of our patients in whom the disease had 
been present for three years and had been 
severe enough to require blood transfusions, 
treatment with ACTH for 14 days produced 
a prompt remission which is still present 
after three years.’”’ — Cyrus C. Sturgis, loc. 
cit., p. 202. 


17. “Finally, these preparations in some 
unknown manner also permit patients with 
this form of anemia to tolerate blood trans- 
fusions which in some cases are otherwise 
associated with severe hemolytic reactions.” 
— Cyrus C. Sturgis, loc. cit., p. 202. 


18. “It should be kept in mind that 3 to 
5 per cent of all patients with polycythemia 
vera spontaneously develop chronic myelo- 
genous leukemia. In my opinion there is no 
evidence, as some have suspected, that irradi- 
ation increases the risk of this complication.” 
— Cyrus C. Sturgis, loc. cit., p. 204. 


19. “I have been mistaken so many times 
on operating in patients with various degrees 
of biliary obstruction, thinking that one type 
of lesion was present and finding another at 
operation, that I have come — and did come 
a long time ago — to the decision that where- 
ever there is a question in any case, not just 
in cases of biliary obstruction, abdominal] 
exploration should be done.” — Waltman 
Walters, Postgrad. Med., Sept., 1953, p. 218. 


20. “About half of the cases of polycy- 
themia rubra vera during probably the first 
one to three years of the disease will show, 
on most occasions, a fairly normal white 
count. The platelets, though, are apt to be 
elevated early in the disease. So the absence 
of leucocytosis does not rule it out at all.’”’ — 
The American Practitioner, May 1953. 


21. “There are no characteristics in the 
bone marrow that help differentiate between 
primary and secondary polycythemia.”-—Ibid. 


22. “Amyloidosis may simulate a constric- 
tive pericarditis because of the rigidity of 
the heart wall, and give the picture of right 
sided heart failure.” — loc. cit., p. 345. 


23. “We normally live on peaceful terms 
witn our intestinal bacteria, and it seems 
almost ungracious and certainly naive to dis- 
turb their balance suddenly in preparing for 
a surgical operation. We cannot by giving 
known antibiotics eliminate all forms of 
living micro-organism from the intestinal 
tract, and we must expect that suppression 
of the species sensitive to the chosen anti- 
biotic will favour proliferation of those which 
are insensitive. We still know little of the 
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complicated influence governing the ecology 
of the bacterial population of the intestine, 
but common sense suggests that it may be 
best for the patient to weather a surgical 
crisis in company with the organisms with 
which, he has come to terms. Perhaps staphy- 
lococci are not the sole cause of the enter- 
ocolitis reported by Dr. Gardener and others, 
but many coagulase-positive staphylococci 
produce enterotoxin and may give rise to 
sharp outbreaks of food-poisoning. Owing to 
our own activities, staphylococci in hospitals 
are now largely resistant to the antibiotics 
in general use, and it has been suggested that 
erythromycin, as it becomes available here, 
might be reserved for cases of staphylococ- 
cal enteritis. Such restraint, however, would 
not be in keeping with the general popularity 
of new antibiotics, and in any event erythro- 
mycin-resistant staphylococci appear very 
readily.” —The Lancet, Dec. 12, 1953, p. 1246. 


24. “This patient demonstrated the other 
way people react to drugs, that is, very acute- 
ly, much as they would to an infection. In 
fact during the first 24 hours of the episode 
I think it is almost impossible to decide 
whether the patient is having an acute infec- 
tious process or whether he is having an 
acute reaction to a drug. It is not unusual 
in patients who have an acute cutaneous re- 
action to a drug, particularly to iodide, to 
have bullae. These lesions are acute, some- 
times diffusely erthyematous and sometimes 
like the pattern called erythema multiforme. 
Other times there may be hemorrhages into 
the skin. I think the onset of this episode 
with fever and sore throat and with lympha- 
denopathy is quite compatible with a reaction 
to a drug.” — Dr. Chester N. Frazier, Amer- 
ican Practitioner, November 1953, p. 786. 


25. “I have seen kidney failure during 
acute iodism with a rise in the NPN. These 
patients frequently can accumulate fluid in 
the legs. There is some reason to believe 
they may accumulate fluid in other serous 
cavities.” — Dr. Chester N. Frazier, Amer- 
ican Practitioner, November 1953, p. 787. 


26. “By an opaque-injection method 
Franks has proved that there is a direct link 
between the prostatic venous plexus and that 
of the vertebrae; and it seems from this work 
that the distribution of bony metastases in 
prostatic cancer can most reasonably be ex- 
plained by the passage of tumor emboli along 
this channel, which by-passes the caval, 
portal, and pulmonary circulations. Batson 
originally suggested that obstruction of the 
inferior vena cava by increased intra-abdo- 
minal pressure could predispose to diversion 
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of blood-flow from the pelvis into the verte- 
bral venous system. The possibility of similar 
factors in the distribution of venous emboli 
from prostatic cancer raises interesting prac- 
tical questions. Coughing, straining, and in- 
creased intra-abdominal pressure from other 
causes may turn out to be dangerous to the 
patient with prostatic cancer.” — The Lancet, 
Dec. 19, 1953, p. 1301. 


27. “I should like to put in a word for 
the value of curiosity as one of the great 
influences of civilization. For it will come 
to pass, as you become master of your own 
craft, that the certainties recede, enthusiasms 
to some extent fade; but if you keep your 
curiosity and your enquiring mind alive, that, 
you will find, will sustain you until the end. 
If I may say so, back your fancy; let your 
curiosity take you into the paths which fasci- 
nate you or appeal to you and do not let it 
be dominated by what other people around 
you or in the past have said are the great or 
the important or the beautiful things. If you 
remain curious and do not take things for 
granted, you will find, however specialized 
your path, that life is continually opening 
out before you and showing you new fields 
in which your mind can dwell.’ — Lord 
Radcliffe, The Lancet, Dec. 26, 1953, p. 1323. 


28. “The problem of carcinoma of the 
breast holds many imponderable factors. We 
cannot yet assess with much accuracy the 
malignancy of tumours, and we know almost 
nothing about host resistance to their spread. 
Until the biochemistry of tumour growth and 
host-resistance is better understood we can 
only grope by mechanical means along thera- 
peutic paths which are dimly indicated by 
morbid histology and judge by the slow crite- 
rion of the end-result whether the technique 
we follow is better (or worse) than its pre- 
decessor.” — R. S. Handley, British Med. J., 
Jan. 9, 1954, page 63. 


29. “Does it really pay to be reasonable 


and considerate to subordinates? I’ve just 
been talking to a colleague who believes that 
rude surgeons get what they want because 
they treat nurses rough, throw instruments 
at them, and demand everything just so. My 
friend, a good-mannered physician, treats 
nurses with courtesy and consideration, and 
thinks he gets less attention in consequence. 
There’s a lot in what he says. I’ve heard 
nurses talking with awe and respect of the 
whims and caprices of the mighty, but never 
heard them praising the kindnesses of the 
courteous.” — The Lancet, Jan. 24, 1948. 


30. “There is one other impact of the 
Welfare State upon medicine on which I 
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would like to touch. Formerly a patient re- 
ceiving treatment in hospital regarded his 
care and attention as a gift of grace and ac- 
cepted with thankfulness what was offered. 
Today he realizes that the hospital service 
is something for which he has paid and he 
expects it to be at his disposal. Moreover, 
he expects not only treatment but results; 
and if results are not up to expectation, or 
through some accident or human error are 
unfavourable, he is becoming more and more 
to seek satisfaction in the courts of law.’”’ — 
The Lancet, Jan. 16, 1954, p. 151. 


31. “The other factor which has latterly 
brought medicine into the law-courts is that 
in certain circumstances the Welfare State 
now provides prospective litigants with a 
free legal service. Whilst no one would wish 
justice to be denied to the poor, there can 
be no doubt that a combination of free medi- 
cine and free law has brought about a sense 
of irresponsibility in litigation, in that what- 
ever the result of an action the costs will be 
paid out of the bottomless purse of the State.” 
— The Lancet, loc. cit., p. 151. 


32. “It is known that some healthy young 
women always have temperatures a degree or 
so above the usual 98.6. Some have now been 
observed for years and have remained 
healthy.” — Modern Med., W. C. Alvarez, 
Feb. 1, 1954, p. 77. , 


33. “The patient having a typical tension 
headache does not appear to be in great dis- 
tress and is quite willing to discuss his head- 
ache problem freely. This attitude is in sharp 
contrast to that of the patient. who is having 
an attack of migraine. He wants to be left 
alone and undisturbed.” — G. A. Peters, 
Proc. Staff Meet., Mayo Clin., Dec. 2, 1953. 


34. “As the failure of early treatment is 
due to later development of remote metas- 
tases from earlier remote spread of cancer 
cells, it must be postulated that, in most (if 
not all) lethal breast cancer, remote spread 
takes place through the blood-stream before 
treatment can be instituted, and that conse- 
quently neither early nor extensive treat- 
ment of the primary lesion can effect any 
material reduction in mortality.” — The 
Lancet, Jan. 30, 1954, p. 254. 


35. “As the development of metastases, 
after their implantation, appears to be in- 
dependent of the primary lesion, there is no 
logical basis for assuming material postpone- 
ment of mortality through treatment of the 
primary lesion with its lymphatics. The very 
early remote spread explains, as no alter- 
native does, the similarity in survivals ob- 
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tained by different treatments, and, along 
with the limitation of histo-pathology, ex- 
plains the inconsistencies and contradictions 
found throughout breast-cancer literature. 
The evidence today does not provide any 
encouragement that effectual control of mor- 
tality from any major cancer has yet been 
achieved. This does not mean that cancer 
or tumour of any type should not be treated. 
It does mean that investigation and treat- 
ment should be tempered with an under- 
standing of the limitations of both diagnosis 
and treatment, and that claims, even more 
than objectives, should be kept within the 
possibilities of performance.” — The Lancet, 
Jan. 30, 1954, p. 254. 


36. “The red-cell count is greatly over- 
rated as a diagnostic aid, because the errors 
inherent in it are immense and the labour 
required by it is considerable.” — George 
Discombe, The British Med. J., Feb. 6, 1954, 
p. 326. 


37. “My clinical colleagues rarely insist 
on red counts when they appreciate how 
unreliable they are and how much labour 
they require.”” — Geo. Discombe, loc. cit. 


38. “All sulfonamides are definitely con- 
traindicated throughout the course of rick- 
ettsial infections. Their administration to 
human beings with rickettsial spotted fever, 
as well as to experimental animals, clearly 
increases the severity of the illness.” — Geo. 
T. Harrell, Med. Clinics of N. Am., March 
1953, p. 409. 


39. “Penicillin appeared to be the treat- 
ment of choice in gonorrheal arthricis be- 
cause its results are at least equivalent, if 
not superior, to other methods, and because 
of its low toxicity and ease of administra- 
tion. Usual adequate dosage was 800,000 to 
1,000,000 units daily for a period of 10 days.” 
— Annals of Internal Med., Sept. 1953, 
p. 507 — Review of Rheumatism. 


40. “In view of observations of electro- 
cardiographic changes in acute gonococcal 
arthritis, the combination of electrocardio- 
graphic abnormality and polyarthritis can 
no longer be accepted as pathognomonic of 
acute rheumatic fever. The necessity for 
specific treatment based on prompt diagno- 
sis, with emphasis particularly on aspiration 
and culture of synovial fluid, was demon- 
strated in three patients in whom permanent 
joint disability developed during the period 
they were being treated for rheumatic fever. 
(In recent years, gonorrhea] arthritis is more 
often seen in women, and frequently is in- 
itially confused with acute rheumatic fever. 
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This is undoubtedly a reflection of the in- 
creased difficulty in diagnosis of genital 
gonorrhea in women. — Ed.) Annals of 
Internal Med., Sept. 1953, p. 506, Review on 
Rheumatism. 


41. “So-Called ‘postgonorrheal rheuma- 
toid arthritis’ is neither grafted on nor 
evolved from a subsiding acute gonorrheal 
arthritis; it represents simply rheumatoid 
arthritis, precipitated or aggravated by acute 
genital (not articular) gonorrhea.” Joc. cit., 
p. 562. 


42. “The outstanding weakness of ery- 
thromycin is the ease with which bacterial 
resistance to it can be acquired ..... This 
change occurs more rapidly than with any 
other antibiotic except streptomycin, and 
has been shown to be the cause of failure 
in the treatment of infections which do not 
respond readily to treatment, particularly 
bacterial endocarditis.” — Pritish Med. J. 
Jan. 30, 1954, p. 261. 


43. “In most cases the brain wave that 
starts research comes from a man who has 
not the time, or the inclination, or the damned 
dull persistence to work it out to a finished 
project. The translation of the inspired reve- 
lations into a solid reality that can be put in 
bottles and sold over the counter is the work 
of hundreds of bored yes-men, each working 
in a white coat for eight hours a day at some 
detail of structural formula, repeating the 
same observation hundreds of times, and 
handing over his results to someone else.” 
— “The Yes Man,” Sir Heneage Ogilvie, 
New Zealand Medical Journal, October 1953, 
p. 319, 320. 


44. “But what most of us mean by the 
yes-man is the man holding some responsible 
position who always agrees in spite of his 
own opinion, or who even takes care not to 
have an opinion of his own; the toady, the 
lickspittle, the stooge. In this form the yes- 
man is the prime danger in every organized 
job, whether in government, industry or 
science. He not only encourages conceit and 
bad work in his chief, he cuts off the chief 
from criticism.” — Sir Heneage Ogilvie, 
loc. cit. 


45. “It might be thought that an able 
man at the head of his profession would 
always spot sychophancy in his assistants 
Experience has shown that such is not the 
case. A smart yes-man has no difficulty in 
gaining the confidence of his chief because 
great men, whether they be politicians, sol- 
diers, upper bureaucrats, commercial mag- 
nates, or leading scientists, are exceedingly 
busy, and the yes-man not only gives them 
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encouragement, he saves their time, he is 
never in the way. And yes-men are not all 
hypocrites and climbers; many are smart 
men of small ability, imagination and char- 
acter, born yes-men who have not the brains 
to think for themselves, intellectual chamele- 
ons who take their spiritual color from the 
more vivid personality of their chief.” — 
Sir Heneage Ogilvie,.loc. cit. 


46. “Advances in methods of intercom- 
munication have made the spread of yes- 
man-ship almost inevitable. The radio has 
brought the voice of authority into every 
home, and the voice of authority is “his mas- 
ter’s voice.” Wireless is replacing thought, 
or rather abolishing the need for thought, 
teaching the younger generation what to 
think rather than how to think. Television 
threatens to be infinitely worse, for while 
radio does not prevent reading or conversa- 
tion, television demands complete subjection 
of all the senses and forbids any use of the 
mind other than as a receptable for the 
planned fare of the day.” — Sir Heneage 
Ogilvie, Joc. cit., p. 321. 


CROUP 


Baty, J. M. & Kreidberg, M. B., 
M. Clin. North America 36:1279, 1952 
In treating children with “croup” it is 
well to remember that restlessness is usually 
due to respiratory difficulty and that seda- 
tives must be used with caution if at all. 
A prominent feature of acute bronchiolitis is 
spasm of the bronchi and bronchioles. Ephe- 
drine may be administered orally or amino- 
phylline prescribed in the following manner: 
Aminophylline Rectal 
Suppos. aa 0.25 Gm. No. 12 
Sig: Insert one suppository every 4 to 
6 hrs. 


Clinical Clippings, January, 1253. 


HYPERTENSION 


A Clinical Evaluation Of The Treatment Of 
Hypertension With Dihydrogenated 
Ergotoxine Alkaloids 


Sutton, G. C., et al.. Am. Heart J. 
44:622, 1952 
This study involved the use of dihydroer- 
gocornine (CCK-179*) in treatment of hyper- 
tension. When given orally the agent was in- 
effective in lowering blood pressure. Paren- 
teral administration of CCK-179 produced 
a transient drop in pressure in 30 patients. 


*Hydergine, supplied by Sandoz Pharmaceuticals, Inc. 


Clinical Clippings, January, 1953. 
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PROCEEDINGS OF THE NEW ENGLAND CARDIOVASCULAR SOCIETY 


Mechanisms Of The Production Of The Anginal Syndrome 
By The Current Hypotensive Drugs In Use 


By WALTER E. JUDSON, M. D., AND WILLIAM HOLLANDER, M. D., 
MASSACHUSETTS MEMORIAL HOSPITALS, BOSTON 


Seventeen patients with hypertensive 
cardiovascular and/or coronary artery dis- 
ease were selected for the study. Of the 
seventeen, eleven had definitely abnormal 
resting electrocardiograms. On performing 
the exercise tolerance test sixteen patients 
developed abnormal, or more abnormal, pat- 
terns. After intravenous Apresoline all sev- 
enteen patients developed abnormal, or more 
abnormal, electrocardiograms associated with 
their typical anginal complaints. 

After the administration of intravenous 
Apresoline eleven patients showed an aver- 
age reduction in mean arterial pressure of 
20 mm. Hg; whereas a greater number, fif- 
teen in the group, showed an acceleration 
of the heart rate, an average increase of 15 
beats/min. However, even when the level 
of blood pressure was maintained at or above 
control levels either naturally or by a con- 
tinuous infusion of 1-norepinephrine, intra- 
venous Apresoline caused the typical abpor- 
mal patterns in the electrocardiogram along 
with severe anginal pain. 

Hexamethonium, a ganglionic blocking 
agent, caused severe and prolonged hypoten- 
sion also associated with adverse changes in 
the electrocardiogram. These changes were 
usually reversed when the arterial pressure 
rose naturally or from intravenous norepine- 


phrine. However, in one patient with coro- 
nary artery disease, a profound hypotension 
after this drug was accompanied by the de- 
velopment of a typical myocardial infarction. 

Similarly, other hypotensive agents such 
as dihydroergocornine, veratrum, sodium 
amytal, may cause decreases in the arterial 
pressure which in the presence of sclerotic 
coronary arteries may be associated with 
adverse electrocardiograms. 

The data suggest that coronary insuffi- 
ciency occurring in hypertensive patients 
with coronary artery disease during treat- 
ment with different hypotensive drugs may 
result from several different hemodynamic 
mechanisms. Coronary insufficiency after 
administration of Apresoline apparently 
does not result primarily from reduction in 
the aortic perfusion pressure but from in- 
creases in cardiac output and pulse rate. 
Coronary insufficiency after the administra- 
tion of hexamethonium, on the other hand, 
seems to result primarily from a reduction 
in the aortic perfusion pressure during the 
severe hypotension which this drug produces. 
The severity and duration of the reactions of 
intravenous Apresoline appear likely to pre- 
clude its general clinical use as a test for 
coronary insufficiency. 


The Effects Of Esophageal Distension In 
Patients With Angina Pectoris 


By WILLIAM HOLLANDER, M. D., WALTER E. JuDSON, M. D., AND PHILIP KRAMER, M. D., 
MASSACHUSETTS MEMORIAL HOSPITALS, BOSTON 


The purpose of the study was to re- 
examine the relationship of esophageal pain 
to the pain of angina pectoris by comparing 
experimentally produced esophageal pain 
with anginal pain in patients with angina 
pectoris. 

Thirteen patients with histories of angina 
pectoris and positive exercise tolerance tests 
(E.K.G.) were selected for the study. Eso- 
phageal pain was produced by balloon disten- 
sion via a Miller-Abbot tube placed fluoros- 


copically. During and following esophageal 
distension multilead electrocardiographic 
tracings were taken. 

No characteristic pain was produced by 
esophageal distension. Four patients of the 
group were unable to distinguish the pain 
associated with esophageal distension from 
a typical attack of angina pectoris. The pain 
produced disappeared on deflation of the 
esophagus and was unaccompanied by elec- 
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trocardiographic changes. In one of the thir- 
teen patients, who experienced no pain on 
esophageal distension, the electrocardiogra- 
phic tracing showed an ischemic pattern. 
Balloon distension of the esophagus produced 
premature beats in six patients. , 

These findings indicate that esophageal 
pain is capable of mimicking the pain of 


angina pectoris and may be indistinguishable 
from it, while the mode of onset and duration 
of the pain may differentiate its origin. It 
is uncertain whether the electrocardiogram 
is of any aid in this connection. Balloon dis- 
tension of the esophagus as a Clinical aid in 
differentiating esophageal and anginal pain 
is of doubtful practical value. 


Treatment of Angina Pectoris in Hypertensive Patients 


By DERA KINSEY, M. D., GEORGE P. WHITELAW, M. D., AND 
REGINALD H. SMITHWICK, M. D., MASSACHUSETTS MEMORIAL HOSPITALS, BOSTON 


We have previously noted that a few pa- 
tients having persistent angina pectoris fol- 
lowing extensive splanchnic denervation, 
were relieved by subsequent cardiac dener- 
vation. This suggested that total or near 
total thoracic denervation might prove to be 
the operation of choice in hypertensive pa- 
tients having angina pectoris as an outstand- 
ing symptom. 


This report presents the results of total 
transthoracic splanchnicectomy as compared 
with lumbodorsal splanchnicectomy and non- 


or the mortality at the end of the follow-up 
period, was the same in both operative groups 
and half that of the non-operative group. The 
mortality was just as high in patients having 
mild forms of angina as it was in those 
having severe forms of angina treated medi- 
cally; whereas, the mortality was lower in 
patients having mild angina in both surgical 
groups. Improvement in cardiovascular 
changes and blood pressure was most com- 
mon in surgically treated cases, especially 
the transthoracic group. Relief of angina 
occurred in 50 per cent of the surgically 


surgical methods of treatment. The findings — treated cases, and in 80 per cent of the trans- 


to date would seem to bear out our prelimi- thoracic group alone, whereas 19 per cent Pp 
nary impression that transthoracic sympa- showed improvement in the non-surgical n 
thectomy and splanchnicectomy, including group m 
the heart in the denervated area, appears to , It 
be the most effective procedure in treating In Conclusion a 
the hypertensive patient having angina pec- 
toris as well. a Hypertensive patients having severe an- s 
gina pectoris who have been treated by } 
Two hundred and forty-one cases were total transthoracic splanchnicectomy have f 
treated and followed for one to eleven years. had better results than those treated by 7 
Twenty-eight or 11 per cent had previously lumbodorsal splanchnicectomy or those = 
infarction. Thirty-eight or treated medically. 
6 per cent had previously had congestive 
heart failure. Fifty-nine patients were treat- Total fo 
total tranthoracie aplanchnicectomy, “procedure whlch higher oper 
per cent of which had severe angina. . 
lumbodorsal splanchnicectomy or other 

One hundred twenty-eight patients were 
per cent had severe angina and fifty-four , a 
ods 39 per cent of which had severe angina. age Or 
’ 1], 
The cases treated by total transthoracic procedure in which a bilateral lower ae 
sympathectomy were the severest cases. The thoracic splanchnicectomy is performed pal 
operative mortality was higher in the total by the Peet technique. This is followed Mu 
transthoracic group than it was in the lum- by an extra-pleural cardiac denervation cia 
bodorsal group ; however, the total mortality, at a later date if necessary. noc 
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Monthly Clinical Pathological Conference 


| May 20, 1954 
Kl Paso General Hospital 
DR. FREDERICK P. BORNSTEIN, EDITOR 


CASE No. 1037 
PRESENTATION OF CASE By Dr. H. P. BoRGESON 


Presenting Complaint 


Abdominal pain and vomiting for two 
months. 


Past History 


Pulmonary tuberculosis, age 14, moder- 
ately advanced, with early cavitation and 
pleural adhesions. Hospitalization for five 
months and treated with pneumothorax. 
Condition improved on discharge; considered 
arrested. 


Family History 
Non-contributory. 


Present Illness 

This 19-year old Latin American female 
was admitted to the hospital February 17, 
1954, with abdominal pain and vomiting for 
two months. The abdominal pain began in 
the epigastrium and moved to the left lower 
quadrant and lower midline. Patient vomited 
intermittently at onset but on admission 
patient was vomiting constantly. There was 
no blood in the vomitus. No diarrhea or 
melena. Patient had noted approximately 20 
lbs. weight loss in two months. Patient had 
occasional nocturnal fever since the onset 
of the present illness. 


System Review 

Weight loss for two months; nocturnal 
fever, two months. No skin lesions or dis- 
coloration. No headaches. No difficulty in 
seeing or hearing. No cough, hemoptysis, 
chest pain, or dyspnea. No edema. No dys- 
uria or hematuria. Amenorrhea six months 
following delivery, Para. 2. 


Physical Examination 

Temperature: 98.6; Pulse: 100; Respira- 
tions: 20; Blood pressure: 106/86. General: 
Patient is a poorly nourished, alert, white 
female in no acute distress. She is dehydrated. 
Opthalmoscopic examination: Negative; Pu- 
pils normal. Ears, nose and throat: No le- 
sions. Neck: Thyroid is smooth and easily 
palpable, but not enlarged. Lymph nodes: 
Multiple cervical lymph nodes palpable, espe- 
cially at left anterior chain. No other lymph 
nodes noted. Chest: Good expansion bilater- 


ally. Auscultation and percussion reveals no 
abnormalities. Breast: Thin, with no masses. 
Heart: No murmurs. Regular sinus rhythm. 
Not enlarged to percussion. Abdomen: Thin, 
flat, moderate tenderness in both lower quad- 
rants without rebound; a small movable non- 
tender mass is felt below and to the right 
of the umbilicus; liver, kidneys or spleen not 
palpable. Female genitalia: Uterus, normal 
size; adnexa free; cervix and vaginal normal 
and without lesions. Rectum: No masses, 
hemorrhoids; stool normal color. Extremi- 
ties: No edema, deformities, or lesions. 
Neurological examination: Reflexes equal, 
symmetrical, and no pathological reflexes. 


Laboratory 

C. B. C: Hemoglobin: 12.7 grams; R. B. C: 
4.6 million; W. B. C: 5,600; Differential: 
Segs 50, lymphs 24, Monos 24, Stabs 2. Urina- 
lysis: Specific gravity: 1.030; negative sugar 
and albumin; no cells; occasional hyaline 
casts. Sed Rate: 42 mm/hr. Gastric analysis: 
Total acid: 1; free acid present. P. B.I: above 
20 gamma. Gastric washings: No acid fast 
bacilli; Total protein: 6.4; Albumin: 3.2; 
globulin: 3.2. Urine: Bence-Jones protein 
negative; febrile agglutinations negative. 
Stool: Occult blood positive; ova and parasite 
negative. Sputum: No acid fast bacilli. RBC 
Morphology : “Platelets are greatly increased. 
Morphology fairly typical or virus type re- 
action. A leukemic monocytic leukemia can- 
not be excluded without bone marrow.” Bone 
marrow: (Aspirated and biopsy): Not re- 
markable. 


X-Ray 

Chest: Lesion right costophrenic angle con- 
sistent with Ghon Tubercle. Circular opacity 
right third interspace, consistent with metas- 
tatic nodule. KUB: Psoas shadows and peri- 
toneal lines normal. No opaque calculi. Spine 
and pelvis normal. No evidence of intestinal 
obstruction. Upper G.I: Negative. Barium 
enema: Probably inflammatory narrowing of 
transverse colon and iliocecal area. Skull and 
long bones: negative. 


Tissue Reports 


Lymph node: lipomelanotic hyperplasia. 
(Biopsy of neck node reveals a nodule con- 
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taining myelinated nerve fibers and consid- 
erable nerve plexus and in addition normal 
striated muscle). 


Course in Hospital 


Patient ran fever daily from 100-102 de- 
grees. After initial hydration the vomiting 
stopped and did not recur as long as the 
patient was kept on a liquid diet. The patient 
continued to run a fever and on March 10th 
an attempt was made to biopsy the abdomi- 
nal mass. It was found that this mass was 
located intraperitoneally. An inguinal lymph 
node was removed for biopsy and is reported 
above. During the following week, the pa- 
tient’s condition showed little change. On 
— 17th, an abdominal laparotomy was 

one, 


DISCUSSION OF X-RAY 


Dr. M. Ravel 


The chest film certainly presents evidence 
of an old acid fast lesion in the right upper 
lung field and in addition in the right mid- 
lung field is this circular nodular opacity 
which is consistent with a round focus type 
of tuberculosis or a possible metastatic lesion. 
In view of the finding of a soft tissue mass 
in the right lower quadrant, this takes on 
added significance from the standpoint of a 
possible neoplasm. 


The upper G. I. films reveal no signifi- 
cant organic changes. 

The barium enema, however, does present 
a filling defect in the cecum and involvement 
of the terminal ileum. This, I think, is the 
first real significant clue from the X-ray 
standpoint concerning the diagnosis. When 
we have a soft tissue mass in the region of 
the cecum with involvement of the terminal 
ileum, the number one consideration is tuber- 
culosis. With the findings in the chest and 
the past history of tuberculosis, certainly 
this is to be considered a possibility. The 
second one, carcinoma of the cecum usually 
does not involve the terminal ileum. A re- 
gional ileitis or terminal ileitis will not usual- 
ly involve the cecum. Amebiasis or amebic 
granuloma usually does not involve the ter- 
minal ileum. I have seen a ruptured ap- 
pendix, but the other clinical findings do 
not fit in with a ruptured appendix and a 
granulomatous change following the rup- 
tured appendix. 


Summing up then, we have a patient with 
a nodular lesion in the chest consistent with 
a round focus type acid fast lesion and the 
findings in the terminal ileum and cecum 
consistent with a tuberculous granuloma. 


JULY, 1954 


Dr. Frederick P. Bornstein 


Before we proceed with the differential 
diagnosis, I would like to comment on the 
diagnosis of lipomelanosis reticularis, which 
was made on the biopsy from the inguinal 
lymph node. This is a condition which only 
has been described fairly recently in the 
literature. Due to the hyperplasia and the 
large amount of melanin, it has been mis- 
taken for metastatic malignant melanoma. 
However, it represents a benign condition 
usually in an area that drains from an infec- 
tious, preferably a granulomatous, process. 


DIFFERENTIAL DIAGNOSIS 
Dr. L. R. Gaddis 


Originally Dr. Villareal was to have been 
here, but he decided this was a good time 
to leave town and after looking at the case, 
I wish I had a good excuse too, because to 
my mind, it is not a very simple one. 


The picture is that of a young female with 
a rather chronic disease existing from two 
to six months, depending on how you read 
the history, with intermittent type of fever, 
nausea, vomiting, amenorrhea, loss of weight, 
and general malnutrition. I think the past 
history is significant in that this woman has 
had two normal pregnancies and also a rather 
far advanced case of tuberculosis, the evi- 
dence of which we see on the chest X-rays 
that Dr. Ravel has shown us, and aside from 
that our history doesn’t reveal a great deal. 


Physical examination as far as I am per- 
sonally concerned does not give us any clue 
to this thing with the exception of the fact 
that we are presented with a mass in the 
lower abdomen, chiefly on the right hand 
side. Differential diagnosis of right hand 
tumors in females involves a rather exten- 
sive discussion of various possibilities, and 
it is quite obvious that that was intended to 
be the purpose in presenting this case. I 
saw this patient on ward rounds. Following 
this surgery was performed. But Dr. Born- 
stein’s censorship regulations have certainly 
clamped down any further revelations in- 
volved in this case, so that as far as the final 
diagnosis is concerned, there are only a few 
present in the room, I believe, the house staff, 
Dr. Bornstein and perhaps a few others on 
the inner circle, who may know, I certainly 
don’t. 


In thinking about this patient and think- 
ing about the history and physical as it was 
presented, I am thankful that we have all 
the information that is presented here. We 
might had had more. The adenitis in the 
neck, I think, is a red herring. I don’t be- 
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lieve that it throws any light at all on the 
basis of this. I was quite interested to hear 
Dr. Borgeson say that there was no lymph- 
adenopathy in other regions of the body, and 
then they went ahead and biopsied an in- 
guinal lymph node, which may or may not 
have some following significance. So having 
observed the presence of a mass on physical 
examination we come down to an analysis 
of the laboratory features that present 
themselves. 


This woman had a rather mild iron defi- 
ciency type anemia, and there is quite a dis- 
crepancy between the iron content of the red 
cells and the total number of red cells in- 
volved. In dealing with lesions of the right 
side of the abdomen and an iron deficiency 
type anemia, one usually thinks of tumors 
of one sort or another. She had an elevated 
sedimentation rate, which to my mind, is a 
very valuable indication of a chronic disease. 
The one thing about the white count that 
interested me was the monocytes of 24 per 
cent, which is an absolute increase in the 
number of monocytes, considering that she 
had only a total count of 5,600. It is an 
unusual picture, I am sure, to find 24 mono- 
cytes. Joe Hill used to say that when you 
find a whole lot of monocytes you should be 
looking for some sort of a healing chronic 
lesion similar to that of tuberculosis. She 
had little occult blood in the stool, but in the 
absence of melena or tarry stools, I don’t 
believe that we can place too much emphasis 
on that since it has been shown that the 
sensitivity of our test far exceeds other 
things, and that unless she has been on a 
meat free diet for three or four days with 
actual evacuation of the bowel, we are liable 
to find a positive test. As to why the platelets 
were greatly increased, I have no way of 
knowing. I think the surgeons were prob- 
ably very happy to know that there was an 
increased number. 


Dr. Ravel has already discussed the X-ray 
findings, and I am thankful to him for telling 
us and pointing out to us the obvious de- 
formity in the cecum and terminal ileum, 
because I think that brings us very close to 
the nature and location of the disease. This 
patient had a febrile disorder. The fever 
didn’t run over 102,° but still it brings to 
mind certain inflammatory conditions, so 
that when we are brought down face to face 
with the problem, we have dealt with some 
type of mechanical obstruction, possibly a 
chronic peritonitis. Maybe we have an aleu- 
kemic monocytic type of leukemia, or the 
patient might have been pregnant in an ex- 
trauterine manner. She had amenorrhea for 
six months, two months only of which she had 
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vomited. But she was amenorrheic the six 
months following delivery. If she had nursed 
the child, this might have caused the amenor- 
rhea during that period of time. There are 
certain Ovarian tumors, notably the simple 
cysts that might have presented themselves 
here and last of all we have the chronic speci- 
fic inflammatory type lesions. Mechanical 
obstructions we might consider to be due to 
small bowel tumors. Certainly, we don’t have 
any other evidence here except for the inter- 
mittent type obstruction this patient had, 
and it is possible that she had a small type 
adenoma in the lumen of the bowel, which 
would cause intermittent obstruction, but 
that is going a little far afield with the find- 
ings we have presented. She might have 
had a tumor of Meckel’s diverticulum which 
could be found in this place, and indeed a 
large Meckels can be palpated through the 
abdominal wall on certain occasions, and this 
woman was slender enough that it could be 
felt. If I remember correctly, there was some 
debate on the part of the examining team 
the day she was presented on ward rounds 
as to whether or not they actually felt a 
tumor here. With amenorrhea and the re- 
cent delivery one has to think occasionally 
of peculiar conditions, such as choriocarci- 
noma, which gives rise to a metastasis in 
the chest. I don’t believe that this patient 
had a choriocarcinoma, but certainly it is an 
interesting possibility. Aleukemic monocytic 
leukemia or lymphadenosis or whatever you 
want to call it, I don’t think is worthy of 
very much discussion because we would have 
eventually found something in the bone 
marrow. 


Extrauterine pregnancy deserves some 
attention since this patient did have some 
of the presenting symptoms of pregnancy, 
notably lack of fluids and nausea and vomit- 
ing, but here again I believe that the radio- 
logist could have given us a great deal of 
help even at the period of time in which 
this patient had X-ray examinations and had 
it been an extrauterine pregnancy, I believe 
he would have been able to evaluate it very 
well for us. I don’t believe a tubal pregnancy 
would have been this large and been palpable 
through the abdominal wall, and not have 
been caught on vaginal examination. An 
abdominal pregnancy might have escaped. 
Of course, one thinks of ovarian tumors and 
simple cysts primarily in a patient this age, 
and I don’t think so much of the malignant 
type. 


The diagnosis that I feel fits this picture 
above anything else are the tuberculous 
tumors that occur in the cecum and distal 
ileum in patients in young years of life, 
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particularly those who have had or did have 
an active case of tuberculosis. It used to be 
reported a great deal more commonly than 
it is now, and the finding of a mass in this 
region coupled with the type of anemia cer- 
tainly makes us think of a cecal tuberculoma, 
which I believe the surgeons found when 
they opened this patient’s abdomen. 

I would like to state, of course, that ] 
would have to stick my neck out much farther 
to think of other things, and certainly it is 
out far enough as it is now without having 
it chopped off anymore. If this patient had 
to come to surgery on my service, I believe 
that I would entertain a diagnosis of tuber- 
culoma and would plan on resecting the prox- 
imal portion of the ascending colon and the 
distal ileum. 


Dr. Celso C. Stapp 


Basically I think that my statements will 
be principally in negation rather than in 
making a diagnosis of any type. 

Here we have a woman who had a baby 
six months ago, and the fact that she is 
amenorrheic may be directly related to the 
fact that she had a baby. It isn’t too ex- 
tremely unusual for one to go that long. 
Another thing too, any woman who is having 
a severe illness of any type, particularly 
where there is fever with the illness, may 
become amenorrheic regardless of whether 
she had a baby in the recent past. 

I was on ward rounds the day that this 
patient was presented, and from the exami- 
nation of the abdomen and feeling of this 
mass, I was not impressed at all with the fact 
that it was a gynecological condition what- 
soever. Of course, I did not do a vaginal at 
that time, but we have a description that 
would lead us to believe that she was normal 
in size. If she is pregnant she would have 
to be quite early. Her breasts at that time 
revealed no evidence of pregnancy and she, 
in her statement, did not think that she was 
pregnant. That is not of too much value. 
However, a woman that has had two chil- 
dren can usually tell fairly well when she 
becomes pregnant. She has a fairly good 
insight as a rule. I would say that you will 
have to look somewhere besides the female 
genital tract for the diagnosis of this case. 


Dr. Jack C. Postlewaite 


We got lost with that abdominal tumor 
after our rounds and failed to discuss per- 
haps the most interesting problem that she 
had. 

This woman came in with this febrile dis- 
ease and weight loss. She had the evidence 
of a lymphadenopathy, which was more in- 
volved in the anterior chain than the poste- 
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rior chain, I believe. There is some value in 
trying to evaluate a case clinically without 
the benefit of biopsy and other data, and so 
in differential diagnosis a great deal of ef- 
fort was made to localize the disease anc 
give the surgical team and the therapeutic 
team a chance. One would certainly think of 
tuberculosis in this area and it was thought 
of in this round. One must in addition think 
of the lymphomas. I think without a doubt 
that in febrile disease and adenopathy of the 
neck, it is of value to at least spend a minute 
on the lymphomas. They are treatable. There 
are some degrees of lymphomas or some char- 
acteristics of which look like 
infection. There are certain other lymphomas 
which look like malignancy, and there are all 
grades of all varieties of tumors. I think in 
this instance that more than one thought 
that Hodgkin’s disease would be a possible 
diagnosis. The abdominal tumor did not seem 
compatible with this. Additional thoughts 
are presented to us in terms of other infec- 
tious etiology. Fungus infections certainly 
were given consideration and I think that 
more than one of us thought in terms of 
Boeck’s sarcoid and other infectious diseases 
that appear in this chain of lymph nodes 
of the neck. 


Dr. H. P. Borgeson 


The abdomen was opened through a right 
rectus incision. The mass was easily located. 
There were adhesions between omentum, 
ileum and cecum in that order. Primarily 
omentum and ileum which was readily 
movable. The terminal ileum was greatly 
enlarged. At least twice normal in diameter, 
inflamed, and the wall was thickened. There 
was considerable thick exudate next to the 
mass and scattered throughout the abdomen 
as far as we could see in exploring the mass. 
There were white nodules varying from the 
size of a pinhead to 4 cm. across and were 
quite firm. We excised about a 2 cm. sec- 
tion of ileum containing two or three of these 
nodules and Dr. Bornstein has the sections. 


CLINICAL DIAGNOSIS 
Tuberculous peritonitis and tuberculous 
enteritis. 
DR. L. R. GADDIS’ DIAGNOSIS 
Tuberculoma of the ileocecal region. 
ANATOMICAL DIAGNOSIS 


1. Tuberculous ileocolitis. 
2. Tuberculous peritonitis. 
3. Tuberculous lymphadenitis. 


Dr. Bornstein 


I was present at the operation mainly be- 
cause the second diagnosis to be considered 
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in this case was a malignant lymphoma. | 
received a lymph node for frozen secticn. 
which revealed a ceseated granulomatous 
process, which in connection with the gross 
appearance of the abdominal cavity made the 
diagnosis of tuberculosis quite certain. 
Paraffin sections confirmed this diagnosis. 
In summary then, we have a patient with 
a long standing history of pulmonary tuber- 
culosis, which developed a febrile disease 
with lymphadenitis and an abdominal mass, 
which was due to an extension of the tuber- 
culous process to the abdominal cavity. 


CORTISONE — EPILEPSY 


Fatal Convulsive Seizures Associated With 
Cortisone Therapy 


Geppert, L. J., et al., A. M. A. 
Am. J. Dis. Child. 84:416, 1952 


ACTH and/or cortisone have been re- 
ported to favorably influence epilepsy' and, 
conversely, to precipitate seizures? *. The 5- 
year-old patient described in this report 
entered the hospital for treatment of ar- 
thritis. He received cortisone for approxi- 
mately 11 days without exhibiting adverse 
symptoms other than hypertension. Gener- 
alized clonic convulsions developed on the 
twelfth day (24 hours after the last dose 
of cortisone) and the child remained in a 
convulsive state until he died, 14 days later 
from terminal bronchopneumonia. Postmor- 
tem examination failed to establish the cause 
of the untoward effect of cortisone therapy. 
1. Klein, R. & Livingston, S., J. Pediat.,37:733, 1950 


2. Lowell, F. C., et al., New England J. M. 244:49, 1951 
3. Dorfman, A., et al., J. A. M. A. 146:25, 1951 


Clinical Clippings, January, 1953. 
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PEDIATRICS 
The Pediatric Health Examination 


Shaffer, T. E., M. Clin. North America 
36:1515, 1952 


Evaluation of growth and development is 
an essential part of a pediatric examination. 
Weight and height should be determined as 
well as head and chest measurements for 
infants. It is best to express height and 
weight as falling within a range. Tables 
showing percentage distribution of height 
and weight at different ages are more satis- 
factory than tables giving “average” values. 
According to the author, copies of such 
tables for girls and boys 4 to 18 years of 
age are available from the American Medical 
Association, Chicago 10, Ill., and from the 
National Educational Association, Washing- 
ton 6, D. C. 


Clinical Clippings, January, 1953. 


LIVER EXTRACT 


Clinical Evaluation Of A New Type Of 
Liver Extract 


D’Amato, C., J. Med. Soc. New Jersey 
492458 1952 


Many parenteral liver extracts produce 
considerable discomfort at the site of injec- 
tion. This does not seem to be true in the 
case of Pernaemon*, a preparation which 
“appears to represent a much-needed im- 
provement in parenteral liver extracts.” 


*A 15 unit U.S. P. liver extract supplied by Organon, Inc. 
Clinical Clippings, January, 1953. 


Compliments of the 


UNION FURNITURE CO. 


205-15 S. Stanton St. 383-2486 El Paso, Texas 


SEROLOGY * BACTERIOLOGY * 


PROFESSIONAL LABORATORIES — 


INCORPORATED 
315 First National Building @ 


PROFESSIONAL CLINICAL LABORATORY 
Complete Laboratory Service to the Medical Profession 


CHEMISTRY * 


Telephone 2-2361 
EL PASO, TEXAS 


RH TITERS * PBI * 17-KETO 


Write, wire or telephone regarding fees, specimen containers 
ALL REPORTS WILL BE TELEPHONED UPON COMPLETION 
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LEDERLE LABORATORIES DIVISION american Cyanamid company Pearl River, N.Y. 


recommended dosage 


for pernicious anemia 
and all treatable anemias 


Vitamin B,, « Iron « C « Stomach « Folic Acid « Purified Intrinsic Factor Concentrate 
a new and potent oral hematinic one capsule daily meets the needs of the average patient 


Ferrous Sulfate 


F Purified Intrinsic 
Factor Concentrate ...... 10 mg. Exsiccated............. 400 mg 
ietic factere: 30 mcgm. Ascorbic Acid (C)......... 150 mg. 


*Reg.U.S Pat. Off. 


M bys ITH’) 


Each tablet contains 50 mg. Trasentine 
hydrochloride (adiphenine hydrochloride 
Bottles of 100 and 500. 
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